CMS-1500 Guided Activity Part 1 of 4 Web-Based Tutorial

4
1500 =
HEALTH INSURANCE CLAIM FORM E
APPROVED BY NATIONAL UNSFORM CLAIM COMMITTEE 08905 Q
PICA PICA Y
1 MEMCARE MEMCAID TH CHAMPYA A| 1o NSURED'S LD NUMBER |For Progeam in itam 1 *
1B 2 o .
||__! iMedicare &) || (Modicaid #) | i [ Memieritigy |
|2 PATIENT'S NAME {Last Mame, Firs! Nama, Middio Inftial) 3 Py ;-Plr""' DATE SEX 4. NSURED'S NAME (Last Name. Fist Nama, Middlo Initial)
L) 0] Y " -~
| v ¢
| & PATIENT'S ADDRESS (Mo., Stroet) | 8 PATIENT RELATIONSHSF TO INSURED 7. INSURED 5 ADDRESS (No., Street)
| son[ ] spouse[ ] crad[ ] omer[ ]
|y BEEESSSSSSS STATE |z
| =
[@poooE Click to print the field data to complete this activity. e O !'g_
. ) |6
(5. OTHER IRBURED'S MAME (Last Hame, First Fame, Midde insal 10, 15 PATIENT & CONDNTION AELATED 10 7T, INEURED S POLICY GRGUE GF FECA NUMBER _i%
=]
| OTHER INSURED'S POLICY OR GROUP NUMBER . EMPLOYMENT? {Currsn or Pravious | s WGURED'S DATE OF BIRTH SEX |§
e i W [ Y p— p— =
Ll ves Owe wl] FJ |z
I %wl;n :;alislu:';zn ’:‘I_JATL' OF BIATH sEx b. AUTO ASCEFr.1'J  PLAGE (S | EMPL OVER'S NANE OF SCHOOL NAME E
| wl] e[ Oves [Owe Ei
Ec EVF'LéTEH‘.i.N-\.'FE OR SCHOOL ‘.-'J\!-“_ o OTHER ACCIDENT? £, INSURAMNCE PLAN NAME OR PROGRAM NAME :;
Oves Cwe -
Note: Remember to enter all data on the claim form within the designated areas for each field. Information
used to complete examples is fictitious.
Note: After typing data in a field, press Enter to continue to the next field.
Continue with activity

Click to print the field data to complete this activity.
Note: After typing data in a field, press Enter to continue to the next field.

Note: Remember to enter all data on the claim form within the designated areas for each field. Information used to
complete examples is fictitious.
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1500
HEALTH INSURANCE CLAIM FORM
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 0805
PICA PICA
CHAMTYA A 1o INSURED'S LD. NUMBER (For Progeam in e 1}
ssn) [ telerter 09 [
=, Middte Initial) |3 PATIENT § BIFTH DATE SEX 4. INSURED'S NAME {Last Mame, First Nasa, Middlo Initial]

» | 4— CARRIER —)»

& PATIENT'S ADDRESS (Mo., Stroet)

ciry

2P COODE TELEPHONE (Inchude Area Code)

¢ 3

Empioyed [

) g T |

Select the type of claim you are submitting in Box 1.

=y

dl- Tin Pasi-Tin
I'?al:! ‘SK‘.:ﬂl:"lm‘D

35 (Mo, Stroet)

| STATE

ZiP GODE

L

TELEPHONE {inciade Area Code)

9. OTHER INSURED'S NAME (Last Name, First Namse, Middie insal)

o OTHERA INSURED'S POLICY OR GROUF MUMBER

b. OTHER INSURED'S DATE OF BIRTH
MY DD Wy

ul]

. EMPLOYER'S NAME OR SCHOOL NAME

[ ves

b AUTO ACCIDENT?

[ ves

i:! YES

o OTHER ACCIDENT?

10 15 PATIENT S CONDITION RELATED TO

a. EMPLOYMEMNT? {Curred or Pravious|

Owe
_ PLACE (S
L e

| | mo

11, INGURED'S POLICY GROUP OR FECA NUMBER

& INSUREYS DATE OF BIRTH
MM | DD Y
Ml |

b. EMPLOYER'S NAME OR SCHOOL MAWME

£, INSURAMNCE PLAN NAME OF PROGRAM MAME

MENT AND INSURED INFORMATION

The correct answer is "MEDICAID".

Select the type of claim you are submitting in Box 1.

The correct answer is "MEDICAID".
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1500 g
HEALTH INSURANCE CLAIM FORM E
APPROVED BY MATIONAL UNSFORM CLAIM COMMITTEE 08905 5]

PICA PICA ¥

1 MEMCARE MEHCAID - EPI::':}:S“ CHAMPYA - ?:-::.[J'I':I PLAM ;.F_ELAL“G OTHEA| 1o URED'S L LinAE For & 1 n 1 r
[ ivosicare #) [éliimocicais a3 [ | (Soonsors s [ | memoercwy [ ] iSS8orimy [ |issw || oo
2 PATIENT'S NAME (Last Name, Frsl Nama, Middls Infial) | 3. PATENT S BIRTH DATE SEX 4. MSURED'S NAME (1 | Nama, Fist Nasa, Middlo Initial)

Ty LT e o Strost)
# PR RERESS e S Tyn e the recipient identification (ID) number in Box 1a. =¥
ciTY 1 [STATE

sngie ] Mamed[ | owae[ ] |

2P CODE TELEPHONE (Inchda Arwa Gode] ZIF GODE TELEPHONE (inclado Area Cods)

)

Empicyed D

n Pasi-Tin
I'TFD ‘SK‘:‘:H"I""D

L

2. OTHER INSURED'S MAME (Last Name, First Mame, Micdie insal)

& OTHER INSURED'S POLICY OR GROUP MUMBER

b. OTHER INSURED'S, DATE OF BIRTH e
MDD, Y

ul]

. EMPLOYER'S NAME OR SCHOOL NANE

[ ves

b AUTO ACCIDENT?
[ ves

D YES

£ OTHER ACCIDENT?

10 15 PATIENT S CONDITION RELATED TO

a. EMPLOYMENT? {Current or Pravious|

Owe

_ PLACE (S
[ we

| | mo

11, INGURED'S POLICY GROUP OR FECA NUMBER

& INSURED'S DATE OF BIRTH
MM . DD Y —

wl |

b. EMPLOYER'S NAME OR SCHOOL MAWME

£, INSURAMNCE PLAN NAME OF PROGRAM MAME

MENT AND INSURED INFORMATION

The correct answer is "90000000A95001".

Type the recipient identification (ID) number in Box la.

The correct answer is "90000000A95001".
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A
1500 =
=L i
&£
HEALTH INSURANCE CLAIM FORM =
APPROVED BY MATIONAL UNSFORM CLAIM COMMITTEE 08905 5]
PICA PICA v
[t MEMCARE MEMCAID TRICARE CHAMIPYA GROUP FECA OTHEA | 1o INSURED'S LD NUMBER {For Progeam in lbeen 1) r
= — CHAMPUS — HEALTH PLAN BLK LUNG
[ iMosicars #) [3] tiackeaist 43 [ | (Sponsors sem) [ | Merswriny [ ] (SSNaridy [ |SSN) || ooy
2 PATIENT'S NAME (Last Nama, First Name tial) E P.\TIE‘IT’EIFH' DATE SEX 4 INSURED'S NAME (Last Name, First Nama, Middio Initial)
MM | D WY =
L
& PATIENT'S ADDRESS (Mo., Stroet) £, PATIENT RELATIONSHIP TO iNSURED 7. MGURED'S ADDRESS (Mo, Streeti
T 2
= Type the recipient's name in Box 2 (use last name, first name, Err -
middle initial format). Do not use commas. | 2
TP CODE TELEPH Iincisda Area Codal 3
Fidl-Tams Pat-Tima z
( ) Employed [ ] sudomt | ] o | ] ( ] o
5. OTHER INBURED'S MAME (Last Mame, First Name, Middie insal) 10, 15 PATIENT S CONDITION RELATED TO: 11, INSURED'S POLICY GROUP OR FECA NUMBER 2
g
. OTHER INSURED'S POLICY OR GROUF NUMBER . EMPLOYMENT? {Curment or Pravious| ; l-5[. -'.IE;E.IF; I'b'l;;-ﬁ 'r_ar .HIT'LH E\Fk %
Oves Owe : 4 W] O 2
b OTHER INSURED'S DATE OF BIRTH e b AUTOACCIDENT? o aee ooy [ EWPLOVERS NANE OR SCHOOL NAME a
WO e Ows [ z
c. EMPLE:'\'EHE-NJ\.VE OR SCHOOL ‘U\I-“_- T c OTHER ACCIDENT? £, INSURANCE PLAN NAME OR PROGRAM NAME 'i
[ ves Llme g

The correct answer is "Miller Joseph A".

Type the recipient's name in Box 2 (use last name, first name, middle initial format). Do not use commas.

The correct answer is "Miller Joseph A".
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1500 e

4

HEALTH INSURANCE CLAIM FORM €

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 0895 Q

PICA PICA ¥

1, MEDCARE MENCAID TRICARE. CHAMIPYA GROUP FECA OTHER | 0. INSURED'S LD. NUMBER |Far Progeam in ftem 1} i
CHAMPUS HEALTH PLAN LK LLA

[ ivesicare &) ] ivtocicais 43 [ | (Soonsors s [ | memoericwy [ ] iSS8orimy [ |essw || oo

2 PATIENT'S NAME {Last Name, First Narma, Middia Intial)

ATE SEX

"W e[

4. MSURED'S NAME (Last Name. F

Masna, Middlo Initial]

| 5. PATIENT'S ADDRESS (Mo., Stroet)

Type the recipient's date of birth in B
(use MM DD YY format).

| [ 3

6. PATIEN" RELATIONSHIP TO INSURED

spouso | Coad[ ] Oter[]

7. INSURED'5 ADDRESS (No., Stroet)

oX3 o
[0 warea[] o]

Employed [_| gl [ i-“-j::mD

[ sTATE

TELEPHONE (inchade Arsa Code)

L

[ OTHER INSURED'S NAME (Last Nama, First Name, Middie insal)

| a OTHER INSURELYS POLICY OF GROUF NUMBER
I
|

b OTHER INSURED'S DATE OF BIRTH SEX
MY DD WY

I h'D I-D

[ EMPLOYERS NAME OR SCHOOL NAME

10, 1S PATIENT S CONDITIGN RELATED TO.

a EMPLOYMENT? {Current or Praviaus|
Cves Owe

b. AUTE ACCIDENT? i
COves [Owe

¢ OTHER ACCIDENT?

Oves O

0'S POLICY GROUP OR FECA NUMBER
= INSUREDYS DATE OF BIRTH
MM | DD Y

b. EMPLOYER'S NAME OR SCHOOL MAWME

ml] F1

£, INSURAMNCE PLAN NAME OR PROGRAM MAME

MENT AND INSURED INFORMATION

Tip: Remember to put spaces between the month, day and year so each is in its designated field.

The correct answer is "06 13 76".

Type the recipient's date of birth in Box 3 (use MM DD YY format).

Tip: Remember to put spaces between the month, day and year so each is in its designated field.

The correct answer is "06 13 76".
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2 PATIENT'S NAME (Last Name, First Nama, Middio Infial) El F'.L'\_EENT;IJPW‘"' (1_";_7{ SEX 4. MSURED'S NAME (Last Name, Fist Nama, Middio Initial)
b0 P 5
Miller Joseph A wl_| F

06 |13 76

& PATIENT'S ADDRESS (Mo., Stroet)

2P CODE

[ )

o SelectMorFinBo
to the recipient's gender.

& PATIENT RELATIONSHSF TO I8 ED

X 3 as appropriate

T
Empioyed [ ] gnudunt

. INSURED'S ADDRESS (Mo., Stroet)

hor D
ciry [=TATE
thase |
ZIF CODE TELEPHONE (Inchuda Ares Coda)
- Tima

D Srudont D

{3}

9. OTHER INBURED'S MAME (Last Name, First Name, Middie insialy
& OTHER INSURED'S POLICT O GROUP NUMBER
b. OTHER INSURED'S DATE OF BIRTH e

MY DD (il

wll e[

. EMPLOYERS NAME OR SCHOOL NANE

10 15 PATIENT S CONDITION RELATED TO

n. EMPLOYMENT? {Cusment
YES
b. AUTO ACCIDENT?
[ ves

o OTHER ACCIDENT?

L ves

or Previous |
Owo

PLACE (Sunie)
NO

]
3

V1. INSURED'S POLICY GROUP OR FECA NUMBER

+ WSURERS DATE OF BTN sex
5 w[] FL]

. EMPLOVER'S NAME O SCHOOL NAME

£, INSURAMCE PLAN NAME OF PROGRAM MAME

»>

» | 4— CARRIER

MENT AND INSURED INFORMATION

The correct answer is "M".

Select M or F in Box 3 as appropriate to the recipient's gender.

The correct answer is "M".
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1500
HEALTH INSURANCE (

APPROVED BY MATIONAL UNIFORM CLA
PICA

1. MEDSCARE MEHCAID Tl

P = — &
[ imosicars &) [3] ivtackeais & [ ] (S

| & PATIENT'S NAME (Last Mame, First Nar)

Miller Joseph A

Type the recipient's complete street address and telephone
number in Box 5.

** Press Enter after each entry to continue to the next field.

[ 06 [13 |78

FLJ

WA

{For Progeam in fiwen 1)

amna, Middo Initial)

PICA

.

» | <4— CARRIER -

& PATIENT & ADDRESS (Ma., Stroet

| & PATIENT RELATIONSHIP TO INSURED

Sati[ ] Spouse | crid[ | omer[]

. INSURED'S ADDRESS (Mo., Stroet)

| o OTHER INSUREDYS POLICY OF GROUP

. EMPLOYERS NAME OR SCHOOL NAME

NUMBER
!
b. OTHER INSURED'S DATE OF BIRTH sEX
MY DD Y .
w]

STATE | 8. PATIENT STATUS

9. OTHER INBURED'S MAME (Last Hame, First Name, Middie insal

¢[]

Empioyed [_]

10. 1S PATIENT & GONDI

[ ves
b. AUTO ACCEDENT?

[ ves
c OTHERA ACCIDENT?

LI ves

sngie ] mamed [ ]

sl

o EMPLOYMEMNT? {Curren or Provious|

Owe

__ PLACE (S
Ll no

[Two

oy

| &TaTE

ZIP CODE

{3}

|77 NEURED'S POLICY GROUP GF FEGA NUMBER

= NSURELYS DATE OF BRTH SEX
WM DD WY —
M |

b EMPLOVER'S NAME OF SCHOOL HAWE

TELEPHONE (inciad Area Coda)

FLI

£, INSURAMNGE PLAN NAME OR PROGRAM MAME

MENT AND INSURED INFORMATION

The correct answer is "1445 Millers Road".

Type the recipient's complete street address and telephone number in Box 5.

** Press Enter after each entry to continue to the next field.

The correct answer is "1445 Millers Road".
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HEALTH INSURANCE CLAIM FORM

APPROVED BY MATIONAL UNIFORM CLAIM COMMITTEE 08905
T PICA

PICA |

1, MEMCARE MEHCAID THICARE
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CHAMIPYA

FECA
[ iMosicare #) [3] ivacheais a3 [ | (Sponsors san) [ | emserion [ fSSNa.'E.!'m |:|as':;'(i\'|':"“.:i

OTHER

e

GROUP
HEALTH

Vo INSURED'S LD. NUMBER
‘B0000000AB5001

{For Progeam in fiwen 1)

L PATIENT'S NAME (Last Name, First Nama, Middie Infial)
Miller Joseph A

3. PATIENT 3 BIFTH DATE SEX
e EE L

8 |13 78 X e[

4. INSURED'S NAME {Last Mame, Firsl Nama, Middo Initial)

& PATIENT S ADDRESS (Mo,
1445 Millers Road

Stroet

£ PATIENT RELATIONSHSP TO INBURED

Sati[ ] Spouse | crid[ | omer[]

7. INSURED'S ADDRESS (Mo., Street)

Ty [=Tate

ZIF CODE TELEPHONE (inciude Alsa Code)

( )

8 PATIENT STATUS.
gngs || wnmea [ ] omae [_]
Pan-Tima

Full-Tama

Empioysd [ | cadont | | Swucem |

[sTATE

ZIP CODE | TELEPHONE {inchadn Ansa Coda)

. ]

9. OTHER INBURED'S MAME (Last Name, First Name, Middie insialy

@ OTHER INSURED'S POLICT OR GROUP NUMBER

b. OTHER INSURED'S DATE OF BIRTH aEx
L) oD Y

vl ¢[]

c. EMPLOYEFR'S NAME OR SCHOOL NAME

10 15 PATIENT S CONDITION RELATED TO

. EMPLOYMENT? {Current or Proviaus|
YES D NO
b AUTO ACCIDENT? Ak
Cvwes [wo
c OTHER ACCIDENT?
[ we

L ves

V1. INSURED'S POLICY Cihcub'cvﬂ FECA NUMBER

| INSURED'S DATE OF BiTH
MM oo YY

wl]

. INSURANCE PLAN NAME OR PROGRAM NAME

»>

» | 4— CARRIER

MENT AND INSURED INFORMATION

The correct answer is "Anytown".

The correct answer is "Anytown".
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1500 5
= -]
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1, MEMNCARE MEDICAID TRICARE CHANIPYVA SHOUP FEGA OTHER | o INSURELD'S LD. NUMBER For Progeam in fiee | R
Cigapts FEA M PLAN — BERTNG . it bl 4
[l iMosicare &) [3] ivachcais 43 [ | (Sponsors ssm) [ | merswiow) [ ] jSSNariDy [ |éSSN) | |02 | 500DDODOAGSDO1
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Miller Joseph A 08 12 ‘7B MEC]_ F I:‘
& PATIENT'S ADDRESS (Mo., Street £ PATIENT RELATIONSHSP TO INBURED . INSURED'S ADDRESS (Mo., Stroet)
1445 Millers Road satl[ "] Spouse[ | crada[ | omer[]
Ty [s1ate |8 PATIENT STATUS =13 [sTATE F
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| ( ) Empioyed [ | satom | | Srugem | ] | { :l <]
5. OTHER INEURED'S MAME (Last Mame, First Name, Middie insaly 10 15 PATIENT S CONDITION RELATED TO: 11, INSURED'S POLICY GROUP OR FECA NUMBER %
8
o OTHER INSURED'S POLICY OR GROUP MUMBER 8. EMPLOYMENT? {Cusrest or Pravious| [ NSURED'S DATE OF BIRTH BT =
X ] oo Yy =
D YES D NO o D . D g
I — sE% b. AUTO ACCIDENT? PLAGE (Simin) b EMPLOVER'S NAME OF 5CHOOL RAME | é
wl] ¢ Ovws Owo 3
c. EMPLOYER'S NAME DR SCHOOL NAME = OTHER ACCIDENT? . INSURANCE PLAN NAME OR PROGRAM NAME 'i
Oves [we H
n "
The correct answer is "CA".

The correct answer is "CA".
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APPROVED BY MATIOMAL UNSFORM CLAIM COMMITTEE (805 o
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L PATIENT'S NAME (Last Name, First Nama, Middie Infial) 3 P:AHENTEEIWIHO‘_P;]T SEX 4. INSURED'S NAME {Last Mame, Firsl Nama, Middo Initial)
Miller Joseph A& 8 |13 78 X e[
& PATIENT'S ADDRESS (Mo., Street £ PATIENT RELATIONSHSP TO INBURED . INSURED'S ADDRESS (Mo., Stroet)
1445 Millers Road satl[ "] Spouse[ | crada[ | omer[]
CiTY [s1ate |8 PATIENT STATUS =13 [sTATE F
Anytown CA sngis [ | mwmea [ ] omae [_] | S
ZIF CO0E TELEPHONE (inciude Alsa Code) ZIP CODE | TELEPHONE {inciada Arsa Coda) ;
Full-Tama Pan-Tima =
| ( ) Empioyed [ | satom | | Srugem | ] | { :l <]
5. OTHER INEURED'S MAME (Last Mame, First Name, Middie insaly 10 15 PATIENT S CONDITION RELATED TO: 11, INSURED'S POLICY GROUP OR FECA NUMBER %
8
o OTHER INSURED'S POLICY OR GROUP MUMBER 8. EMPLOYMENT? {Cusrest or Pravious| [ NSURED'S DATE OF BIRTH BT =
X ] oo Yy =
D YES D NO o D . D g
I — sE% b. AUTO ACCIDENT? PLAGE (Swte) | U EMPLOYER'S NANE OR SCHOOL NAME | é
wl] ¢ Ovws Owo 3
c. EMPLOYER'S NAME DR SCHOOL NAME = OTHER ACCIDENT? . INSURANCE PLAN NAME OR PROGRAM NAME B
[ves [1we E
i W ]
The correct answer is "95823".

The correct answer is "95823".
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HEALTH INSURANCE CLAIM FORM =

APPROVED BY MATIONAL UNSFORM CLAIM COMMITTEE 08905 o

T IPiCA PICA | ¥

! e MEURED'S LD, NUMBER g

1, MEDMCARE METHCAID TRIGARE CHAMPVA GEGUP | GEGA . omERfa ISy LD. MU {For Progeam in fism 1} i
[ imesicare &) (Madcaid #) [ | (Sponsors SN) [ | Merberity) [ | iSSNoriDy [ |¢SSNI | |08 | DODDOODOASSCO

L PATIENT'S NAME (Last Name, First Nama, Middie Infial)
Miller Joseph A

3. PATIENT 5 BIFITH DATE SEX
e EE L

8 |13 78 X e[

4. MSURED'S NAME (Last Name, Fist Nama, Middio Initial)

& PATIENT S ADDRESS (Mo,
1445 Millers Road

Stroet

£ PATIENT RELATIONSHSP TO INBURED

Sati[ ] Spouse | crid[ | omer[]

7. INSURED'S ADDRESS (Mo., Street)

Ty [=Tate
Anytown | CA
1P COOE TELEPHONE (inciude Aea Code)
55823 -

8. PATIENT STATUS
snge [ ] mamed[ ] owae[]
Paat-Tima

Full-Tama

Empioysd [ | cadont | | Swucem |

[sTATE

ZIP CODE

)

| TELEPHONE {inchadn Ansa Coda)

8. OTHER INBURED'S MAME (Last Name, First Name, Middie insialy

@ OTHER INSURED'S POLICT OR GROUP NUMBER

b. OTHER INSURED'S DATE OF BIRTH aEx
(L) oD ¥y

vl ¢[]

. EMPLOYER'S NAME OR SCHOOL NAME

10 1% PATIENT S CONDITION RELATED TO

n. EMPLOYMENT? {Curment of Pravious|
Owo
PLACE (Sante)

O we
[ we

YES

b AUTO ACCIDENT?
[ ves
c OTHER ACCIDENT?

L ves

V1. INSURED'S POLICY Cihcub'cvﬂ FECA NUMBER

| INSURED'S DATE OF BiTH SEX
MM oo YY
wl]

A ECHOOL NAME

b EMPLOVER S NAME (

L]

. INSURANCE PLAN NAME OR PROGRAM NAME

MENT AND INSURED INFORMATION

The correct answer is "916-555-4567

The correct answer is "916-555-4567".

n
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